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Abstract
This group manual has been created for adolescents experiencing Bipolar Disorder symptoms.
Among the literature regarding this population there is a lack of focus on suicidal tendencies and
family functioning. High rates of suicidal ideation and attempts are an area of concern among
adolescents. Family functioning has also been identified as a concern, as it is a cause of stress
among adolescents with bipolar disorder. A focus on prevention of suicidal tendencies and
improving family functioning is imperative within this population. A group manual was
developed that reflects the needs of this population. The group will serve adolescents ages 15 to
17 years old by providing them with coping mechanisms, support, and hopeful improvement in
the family functioning. Techniques from theories such as Child and Family Focused Cognitive
Behavioral Therapy (CFF-CBT), Mindfulness Based Cognitive Therapy (MBCT), and
Interpersonal Social Rhythm Therapy (IPSRT) will be utilized throughout The Journey Group
due to their effectiveness in treating bipolar disorder.
Keywords: Bipolar disorder, adolescent, suicide, family, treatment

1

THE JOURNEY
Table of Contents

Introduction ..................................................................................................................................... 3
Literature Review............................................................................................................................ 5
Suicide Prevention ...................................................................................................................... 5
Treatment Modalities .................................................................................................................. 7
Child and Family Focused Cognitive Behavioral Therapy..................................................... 8
Mindfulness Based Cognitive Therapy ................................................................................... 9
Interpersonal and Social Rhythm Therapy ........................................................................... 10
Family Involvement .................................................................................................................. 11
Conclusion ................................................................................................................................ 14
Group Overview............................................................................................................................ 15
Type of Group and Purpose ...................................................................................................... 15
Group Format ............................................................................................................................ 15
Screening and Referral .............................................................................................................. 16
Guidelines and Goals ................................................................................................................ 16
Weekly Activities.......................................................................................................................... 18
Week One.................................................................................................................................. 18
Week Two ................................................................................................................................. 20
Week Three ............................................................................................................................... 22
Week Four ................................................................................................................................. 24
Week Five ................................................................................................................................. 26
Week Six ................................................................................................................................... 28
Week Seven .............................................................................................................................. 30
Week Eight................................................................................................................................ 32
Critical Analysis............................................................................................................................ 34
Strengths ................................................................................................................................... 34
Growth Areas ............................................................................................................................ 34
Perceived Difficulties................................................................................................................ 35
References ..................................................................................................................................... 36
Appendices .................................................................................................................................... 39
Appendix A: Flyer .................................................................................................................... 39
Appendix B: Informed Consent ................................................................................................ 40
Appendix C: Confidentiality ..................................................................................................... 41

THE JOURNEY

2

Appendix D: Mindfulness: Youth Voices Video ...................................................................... 42
Appendix E: Body Scan Script ................................................................................................. 43
Appendix F: Dice Breaker ........................................................................................................ 45
Appendix G: Grounding 5-4-3-2-1 ........................................................................................... 46
Appendix H: Safe Place Meditation ......................................................................................... 47
Appendix I: Thought Log ......................................................................................................... 48
Appendix J: Mindful Eating...................................................................................................... 49
Appendix K: Cognitive Restructuring ...................................................................................... 50
Appendix L: Function of Feelings ............................................................................................ 51
Appendix M: Loving Kindness Meditation .............................................................................. 52
Appendix N: Triggers ............................................................................................................... 53
Appendix O: Square Breathing ................................................................................................. 54
Appendix P: Healthy Vs. Unhealthy Coping Skills .................................................................. 55
Appendix Q: Coping Skills ....................................................................................................... 56
Appendix R: Effective Vs. Ineffective Communication ........................................................... 57
Appendix S: 3-Step Mindfulness .............................................................................................. 58
Appendix T: How We Communicate ....................................................................................... 59
Appendix U: You Statements Vs. I Statements ........................................................................ 60

3

THE JOURNEY
Introduction

According to the American Psychiatric Association (2013), Bipolar Disorder is a mental
illness that consists of two types, which cause impairment in everyday life. Bipolar I Disorder
requires a manic episode and major depressive episodes are likely, while Bipolar II Disorder
consists of hypomanic episodes and the likelihood of major depressive episodes. A manic
episode must last at least one week, while the duration of a hypomanic episode is at least four
days. The symptoms of a manic episode include grandiosity, decreased need for sleep, being
more talkative than usual, flight of ideas, distractibility, increase in goal-directed activity, and
excessive involvement in risky activities. While the criteria for a hypomanic episode is similar to
a manic episode, it cannot include psychotic features, lead to hospitalization, or cause significant
impairment in social or occupational functioning. These factors constitute a full manic episode.
A manic episode must last at least one week, while the duration of a hypomanic episode is at
least four days. Symptoms of a major depressive episode include depressed mood most of the
day, nearly every day, loss of pleasure in activities, weight loss or gain, insomnia or
hypersomnia, psychomotor agitation, fatigue, feelings of worthlessness or inappropriate guilt,
lack of concentration, and recurrent thoughts of death, suicidal ideation, suicide attempt, or plan.
It is clear based on the symptomology provided, that bipolar disorder causes significant
impairment within individuals’ lives. According to the World Health Organization’s Global
Burden of Disease Study, it is the fourth largest burden of disease in individuals between the
ages of 10 and 25 years (Conus, Macneil & McGorry, 2014). According to Benarous, Consoli,
Milhet, and Cohen (2015), the first episode of bipolar disorder is more likely to occur before the
age of 18, than later in life. Individuals who experience their first episode this early in life are at
increased risk for suicidal ideation and suicide attempts (Goldstein et al., 2012). Therefore, it is
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imperative that we are aware of the research regarding children and adolescents with bipolar
disorder in order to provide effective treatment and decrease unnecessary deaths. Providing
effective treatment for adolescents with bipolar disorder also includes involving the family.
According to Kim, Miklowitz, Biuckians, and Mullen (2007), adolescents with bipolar disorder
reported family relationships as a main cause of life stress. By focusing on family functioning in
treatment, a significant cause of stress in individuals’ lives could be improved and possibly
lessen the severity of their symptoms. This group manual promotes early intervention by
addressing bipolar symptoms in adolescence. This manual also focuses on reducing suicidal
ideation and including the family in the treatment process. The Journey Group provides a form of
treatment that addresses the biggest gaps in literature regarding adolescents with bipolar
disorder.
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Literature Review
Suicide Prevention
Palagini, et al. (2019), conducted a study to explore the relationship between the
symptoms of insomnia, emotional dysregulation, and suicidality in individuals with bipolar
disorder. Insomnia has been found to contribute to emotional dysregulation and risky behaviors
and is an independent risk factor of suicide. It has also been of recent interest to focus on the

treatment of insomnia in individuals with bipolar disorder. Treating insomnia has been shown to
improve the prognosis for those with bipolar disorder. The participants within this study were
individuals with bipolar II disorder, current episode depressed, with mixed features. The
participants were screened using several different assessments. The scale used to determine
severity of insomnia symptoms was the Insomnia Severity Index (ISI). Manic symptoms were
assessed utilizing the Young Mania Rating Scale (YMRS) and the Difficulties in Emotion
Regulation Scale (DERS) was used to provide a score for the level emotion regulation. The Scale
for Suicide Ideation (SSI) measured active suicidal desire, specific plans, and passive desire.
Palagini et al. (2019), found that individuals who experience insomnia scored higher on the
DERS and SSI scales. Therefore, individuals experiencing insomnia have greater emotional
dysregulation and suicidal ideation. Going forward, treatment of insomnia symptoms in
individuals with bipolar disorder could provide relief from other unwanted symptoms including
emotional dysregulation and suicidal ideation. This could potentially reduce the number of
suicide attempts and ideation among individuals with bipolar disorder.
A study conducted by Post et al. (2010) focuses on the need for early diagnosis and
intervention regarding bipolar disorder and severity of symptoms later in life. Participants
included 529 outpatient adults who have been diagnosed with bipolar disorder. Fifty percent of
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which experienced onset of bipolar disorder in childhood or adolescence. Participants were rated
daily based on the National Institute of Mental Health-Life Chart Method for four years to
determine their level of functioning. Post et al. (2010), found that the fifty percent of participants
who had illness onset in childhood or adolescence experienced more severe manic and
depressive symptoms than those with adult onset. They also found that the younger the
individual was, the longer delay they experienced before their first treatment. Treatment delay
correlated with longer and greater severity of depression episodes and fewer days euthymic. This
study provides evidence of the effectiveness of early onset treatment. This shows how important
it is to provide early intervention and advocate for young individuals who may be experiencing
symptoms of bipolar disorder.
Pediatric Bipolar Disorder (PBD), like bipolar disorder, is also highly correlated with
suicidal ideation and suicide attempts (Hauser, Galling, & Correll 2013). This link and a
discrepancy in research regarding beneficial interventions, risk factors, and frequency of ideation
and attempts, led to a systematic review of existing research by Hauser et al. (2013). Within this
study, suicidal ideation and attempts were assessed utilizing the Kiddie-Schedule for Affective
Disorders and Schizophrenia (K-SADS), which were given through unstructured interviews.
Utilizing a quantitative research design to compare data from different studies, Hauser et al.
(2013), did find that suicide attempts among those with PBD were correlated with earlier illness
onset and poor family functioning. Additionally, Kim et al. (2007) found that adolescents with
bipolar disorder recognize poor family relationships as a significant stressor. Therefore, focusing
on the aspect of family functioning and the prevalence of PBD and bipolar disorder in children
and adolescents could prevent further suicidal ideations and suicide attempts among today’s
youth.
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Goldstein et al. (2012) began their research regarding risk factors of suicide attempts
among children and adolescents with bipolar disorder due to a discrepancy in risk factors. It was
also found within this research that early illness onset is a significant risk factor for suicide
attempts. The American Association of Suicidology has identified a need for determining the
proximal risk factors for suicide (Goldstein et al., 2012). Identifying the factors that are most
closely related to the cause of suicide could provide more appropriate treatment options for
children and adolescents with bipolar disorder. To identify those factors, Goldstein et al. (2012),
interviewed adolescents with bipolar disorder every nine months for five years. Of the
participants, eighteen percent made one suicide attempt and eight percent made multiple
attempts. The factors that most strongly predicted suicide attempts included severity of
depression at intake and a family history of depression. These factors were assessed utilizing the
child and parent report version of the Conflict Behavior Questionnaire, the Life Events
Checklist, and global functioning was assessed using Children’s Global Assessment Scale.
According to Goldstein et al. (2012) and Hauser et al. (2013), individuals who experience early
onset bipolar disorder have higher rates of suicide attempts, therefore being aware of the factors
that are at the root of the attempts will improve treatment outcomes.
Treatment Modalities
It is evident that suicidal ideation is a significant issue among youth with bipolar
disorder, therefore providing effective treatment for this population is essential. Bipolar Disorder
is treated in a variety of ways with some treatments proving to be more effective than others.
Several therapy approaches will be analyzed in order to identify effective group techniques for
treating bipolar disorder in adolescents. These include Child and Family Focused Cognitive
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Behavioral Therapy (CFF-CBT), Mindfulness Based Cognitive Therapy (MBCT), and
Interpersonal and Social Rhythm Therapy (IPSRT).
Child and Family Focused Cognitive Behavioral Therapy
A study based on CFF-CBT by West, Weinstein, and Peters (2014), recruited 69 children
diagnosed with bipolar disorder, between the ages of 7 and 13, from a medical center. Within
this study the participants attended weekly therapy sessions for the duration of 12 weeks, then
monthly sessions for a total of six months. According to The Brown University Child and
Adolescent Pharmacology Update (West et al., 2014), CFF-CBT includes seven different
requirements for therapy sessions, which create the acronym RAINBOW. The requirements are
as follows: (1) Routine (developing consistent daily routines); (2) Affect regulation
(psychoeducation about feelings, mood monitoring, coping strategies to improve mood
regulation); (3) I can do it! (improving child self-esteem and parent self-efficacy); (4) No
negative thoughts/live in the now (cognitive re-structuring and mindfulness techniques to reduce
negative thoughts); (5) Be a good friend/balanced lifestyle (social skill- building and improving
parent self-care); (6) Oh how do we solve this problem? (family problem-solving and
communication training); and (7) Ways to find support (enhancing support networks) (West et
al., 2014). These seven areas must be addressed throughout the course of treatment.
The participants were split into two groups and half of them received treatment following
the RAINBOW acronym and the other half attended therapy as usual. At the end of this study
parents reported that they noticed a decline in manic and depressive episodes in their children,
but the statistical results were not significant. Researchers West et al. (2015), suspect that this
discrepancy could be attributed to parents noticing change in their children more than a test can.
The study did report that CFF-CBT is superior to typical psychotherapy (West et al., 2014),
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which supports family therapy for adolescents as an effective treatment in decreasing bipolar
symptoms. Focusing on the family aspect when working with children and adolescents with
bipolar disorder has reduced symptoms, and therefore has the potential to decrease suicide
attempts and ideations.
Mindfulness Based Cognitive Therapy
Another form of treatment that was tested with individuals with bipolar disorder is
MBCT. According to Perich, Manicavasagar, Mitchell, Ball, and Hadzi-Pavlovic (2013), MBCT
is a group therapy that focuses on prevention of relapse and combines foundations from CBT and
the Mindfulness Based Stress Reduction program, which was developed to treat depressive
symptoms. Due to its success in treating depression, MBCT has been generalized into treatment
for bipolar disorder as well. Perich et al. (2013) recruited 95 participants who attended an eightweek program over the course of 12 months. Participants of this study were either in the MBCT
with treatment as usual (TAU) group or the TAU only group in order to determine if MBCT is
effective in decreasing symptoms of bipolar disorder. The statistical measures this study utilized
included the Young Mania Rating Scale to determine manic symptoms and the MontgomeryAsberg Depression Rating Scale to determine depressive symptoms. The following measures
were used to assess anxiety levels: The Composite International Diagnostic Interview,
Depression Anxiety Stress Scales, and the State/Trait Anxiety Inventory. Lastly, the
Dysfunctional Attitudes Scale 24 was administered to measure dysfunctional attitudes among
participants.
Participants’ progress was evaluated every three months through self-report by
administering the Response Style Questionnaire, which measured rumination, adaptive coping,
and risk taking. The participants were also assessed on their mindfulness and awareness
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throughout this time using the Mindful Attention Awareness Scale. Though the MBCT group did
not experience significant decrease in relapse of depressive or hypo/manic episodes, number of
episodes, or severity of symptoms, participants did report a decrease in anxiety symptoms
(Perich et al. 2013). Individuals in the MBCT group also had lower scores on the achievement
and dependency subscales of the dysfunctional attitudes scale, therefore there was a decrease in
fixation and they are less reliant on others. Rumination scores were also lower in individuals in
the MBCT group. This study did not render significant in the treatment of all bipolar symptoms,
but it did help participants decrease dysfunctional attitudes and anxiety symptoms.
Interpersonal and Social Rhythm Therapy
Interpersonal and Social Rhythm Therapy (IPSRT) is a psychotherapy approach designed
to help clients control depressive and manic episodes by creating routines, and according to
Grandin et al., the disruption of an individual’s routine is associated with likelihood of episodes
and imbalance of mood (as cited in Lam & Chung, 2018). IPSRT techniques focus on improving
interpersonal relationship skills, creating order within their daily lives and activities, achieving a
well-rounded sleep schedule, increasing their ability in recognizing triggers of depression and
mania, and developing appropriate coping mechanisms for stress (Lam & Chung, 2018).
According to Inder, et al. (2014), it is based on the instability model of bipolar disorder and
focuses on three causes of relapse, which are medication non-adherence, disrupted social
rhythms, and interpersonal-related life events.

Inder et al. (2014) studied the effectiveness of IPSRT by organizing therapy sessions with
100 participants, between the ages of 15 and 36. Therapy sessions were attended weekly for
three months, then every two weeks for six months, and monthly until they reached 18 months.
Before starting therapy the participants were interviewed using the Longitudinal Interval Follow-
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Up Evaluation (LIFE) to document six months of each participant’s life before the study. There
were several different measures used to assess participants’ functioning in different domains
within this study. The Montgomery-Asber Depression Rating Scale (MADRS) was administered
to assess depression levels, the Young Mania Rating Scale (YMRS) was administered to assess
manic symptoms, and the Social Adjustment Scale (SAS) was used to assess social functioning.
The participants in the study were either treated with IPSRT or assigned to the control group,
where they engaged in Specialist Supportive Care (SSC). SSC is a psychotherapy technique also
used in the treatment of bipolar disorder. The results of this study did not prove a difference
between IPSRT and SSC treatment outcomes. According to Inder et al. (2014), participants in
both therapy groups experienced a decrease in depressive and manic symptoms, and an increase
in social functioning. This experiment did not prove that IPSRT is a more effective treatment
option than SSC, but it is a successful treatment model for those with bipolar disorder.

Family Involvement
A study focusing on social support and its role in reducing symptoms of bipolar disorder
was conducted by Dunne, Perich, and Meade (2019) and included participants above the age of
18 with a diagnosis of bipolar disorder. The participants’ social functioning was rated using the
Social Adjustment Scale - Self-Report (SAS-SR) and their stage in recovery was assessed using
the Bipolar Recovery Questionnaire (BRQ). Researchers, Dunne et al. (2019), found that
participants who were in recent contact with their family also experienced higher scores on the
BRQ. Participants who were in contact with one friend did not show a change in recovery scores,
but those who were in contact with more than one friend did show higher recovery scores
(Dunne et al., 2019). The results from this study suggest that individuals with bipolar disorder
may experience greater outcomes when they are involved with their families and more than just
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one friend. This shows how important it is for families of those with bipolar disorder to be
involved in their treatment. It also supports potential group therapy effectiveness due to the
ability to form social supports by serving individuals of the same population and age group.
Salinger, O’Brien, Miklowitz and Marvin (2018) also focused on the impact family
communication can have on individuals with bipolar disorder. Specifically, this study compared
teens at high risk for either bipolar disorder or psychosis and how they respond to family
communication. The type of communication between families and their child was measured by
having the family discuss a certain topic for ten minutes while the clinician is out of the room
and the interaction is being videotaped. The video is later transcribed and the type of comments
each family member engaged in is recorded in one of two different categories, which included
calm-constructive and critical-conflictual communication.
Salinger et al. (2018) found that mothers’ whose children were at risk for bipolar disorder
engaged in more constructive and affectionate communication when speaking with their child.
While mothers of children at risk of psychosis used more conflictual communication. Fathers’
communication styles did not differ based on whether their child was at risk for bipolar or
psychosis. However, they were more likely to be conflictual with their daughters, as opposed to
their sons. Salinger et al. (2018) found that parents’ or guardians’ criticism is closely related to
how they perceive their children’s symptoms. This suggests that if they perceive that their child
is in control of their symptoms, they may react in a more confrontational manner due to the
belief that their child is engaging in these behaviors purposefully. It can be inferred that parents
may be more likely to assume that symptoms of early psychosis, such as isolation and erratic
behavior, are in the adolescent’s control, opposed to varying mood swings associated with
bipolar disorder (Salinger et al., 2018). This would explain the difference in how mothers
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communicate with their child who is either at high risk for bipolar or psychosis.
Due to the differences in communication among family members and the individual at
risk for either psychosis or bipolar, Salinger et al. (2018), suggested communication training and
treatment with the whole family, as opposed to individual treatment. Another possibility for the
families who have a child at risk for bipolar disorder would be a shorter duration in treatment
due to having better communication before treatment than those at risk for psychosis. This
research supports family interventions for youth at risk for bipolar disorder in order to
communicate better with family members and ultimately provide a more conducive living
environment. It also supports shorter interventions involving the family, therefore providing a
group and working with parents or caregivers for a short period of time would be beneficial.
MacPherson et al. (2018) also supports the importance of family functioning and its
effect on individuals with bipolar disorder. Individuals who participated in the developmental
study by Macpherson et al (2018) were either in the healthy control groups of youths or adults, or
in the bipolar disorder groups for youth or adults. The youth groups included participants ages 7
to 17 and the adult groups 18 to 30. Participants’ mood was assessed using the Young Mania
Rating Scale (YMRS), the Children’s Depression Rating Scale-Revised (CDRS-S) for the youth
groups, and the Hamilton Rating Scale for Depression (HAM-D) for the adult groups. Functional
impairment was tested among the youth groups utilizing the Children’s Global Assessment Scale
and the adult groups with the Global Assessment Scale of Functioning. Family functioning for
all participants was tested through self-report using the Family Assessment Device (FAD). FAD
has seven subscales consisting of 60 questions. The subscales include, problem solving,
communication, roles, affective responsiveness, affective involvement, behavior control, and
general functioning.

THE JOURNEY

14

MacPherson et al. (2018) found that both youth and adult groups with bipolar disorder
experienced more functional impairment in all seven subscales compared to the healthy control
groups. When comparing results between the youth and adults’ bipolar groups, the youth group
experienced less impairment in affective responsiveness and behavior control than the adult
group. MacPherson et al. (2018) hypothesized that this outcome could be due to adults
displaying similar interactions within their adult relationships, as they did with their families in
years past (MacPherson, 2018). Overall the findings of this article suggest that role-playing
appropriate family interactions and establishing particular roles and responsibilities among
family members could be beneficial when working with individuals with bipolar disorder and
doing so early on will help as the individual grows within different relationships (MacPherson,
2018).
Conclusion

Bipolar disorder affects many people, including those with the diagnosis and their friends
and families. There is an abundance of research, which evidences the risk of suicidal ideation
among adolescents with bipolar disorder. It is important to recognize these symptoms and
provide early intervention. There is also a common need among adolescents to be provided with
early intervention in order to decrease suicidal tendencies. Providing early intervention to
adolescents through a counseling group and placing some focus on family functioning could
reduce severity of symptoms. Utilizing techniques based on CFF-CBT, MBCT, and IPSRT in
this group will facilitate family involvement and the development of coping skills to reduce
suicidal tendencies.
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Group Overview
Type of Group and Purpose
The following group was designed by utilizing techniques from different approaches

including MBCT, CFF-CBT, and IPSRT. This group uses counseling theory to encourage group
members to more appropriately engage in communication with their family members in order to
reduce unwanted bipolar disorder symptoms. This group will also offer members an opportunity
to receive education regarding symptoms, provide healthy coping mechanisms, and provide a
sense of universality. This group will include adolescents between the ages of 15 and 17 of any
gender. The membership of this group will be homogenous, meaning each adolescent must be
experiencing some sort of family dysfunction and have a diagnosis of bipolar I disorder, bipolar
II disorder, or identify distress in relation to symptoms of bipolar disorder.
Group Format
Each session of group will begin with a mindfulness activity. Each session will follow the
plan for that week. Group members will be expected to participate in discussion but are allowed
to “pass” if necessary. This group will be closed and group members will only be allowed to
miss two sessions, unless there is an emergency. The group is closed in order to develop group
cohesion. There will be between five and seven members in this group, which according to
Corey (2016) is an appropriate number of members for this age group. This group will be eight
weeks long with sessions lasting one hour each week. Caregivers will be asked to participate in
group sessions in order to promote family involvement. The duration of time that the caregivers
will be involved during each group session will depend on the topic each week.
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Facilitator Qualifications
The facilitator of this group should be a professional who has a master’s degree in
counseling, social work, or a related field. The facilitator should have a current license in their
state of practice or be working towards licensure and obtaining weekly supervision. The
facilitator should be familiar with working with adolescents and their families. It is in the best
interest of the facilitator to engage in supervision during the course of this group to prevent
burnout.
Screening and Referral
Each member will need a current Diagnostic Assessment prior to starting the group. The
assessment should result in a diagnosis of bipolar disorder or similar symptoms. Clients will be
referred by other providers in the agency and the community. Providers who are referring clients
must address why they would be appropriate for the group. If the facilitator deems a client
appropriate for group, then a letter will be sent informing them of the time and more details
about the group. Within this letter, clients will be asked to meet with the facilitator in order to
assess appropriateness for the group. Previously mentioned assessments including the SSI,
DERS, and the Conflict Behavior Questionnaire will be administered to group members and their
caregivers before the group starts and after the final session to determine group effectiveness.
These assessments address suicide severity, emotion dysregulation, and conflict behavior
between children and caregivers.
Guidelines and Goals
The guidelines that participants of group will be expected to follow include, arriving on
time, active participation, respecting other group members, and refraining from sharing
confidential information regarding others outside of group. There will be three goals for the
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individuals within this group. The first goal will be that each member will feel a sense of
universality within the group by connecting to others experiencing similar problems. The second
goal is for members to experience an improvement within the functioning of their family system.
The final goal is for each member to develop effective coping skills in order to decrease severity
of symptoms and lessen the risk of suicide.
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Weekly Activities
Week One
Objectives

1. Education regarding symptoms
2. Establish relationship between group members and leader

Discussion

Introductions
-

Have members and their caregivers sign informed consent
(Appendix B)

-

Explanation of group counseling and

confidentiality

(Appendix C)
-

Introductions among group members and their families

-

Create rules and goals of group

-

Allow time for group members to get to know each other and
process their feelings about being in group counseling

Education
-

Provide psychoeducation on bipolar symptoms (include
caregivers in this portion)

-

Discuss the importance of mindfulness and show video
explaining mindfulness from teens’ perspective (Appendix D)

Activity

Mindfulness
-

Body Scan (Appendix E)
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Dice Breaker
-

Use this ice breaker activity after creating the rules and goals
of the group to facilitate conversation among group members
(Appendix F)
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Week Two
Objectives

1. Learn the importance of routine and how it can impact
symptoms
2. Caregivers learn the importance of self-care and so do
their children

Discussion

Psychoeducation Regarding Routine
-

Discuss current routines and what an ideal routine should
look like, including a well-rounded sleep schedule.

-

Each member creates their own schedule with a routine to
follow. Encourage members to hang this up in a place they
see every day in order to remind them to follow this
routine.

-

Check in with the members about how their routine is
going each session. If something is not working, try to
find an alternative that would work better.

-

Have the members share their routine with caregivers at
the end of the session.

Self-Care
-

Have caregivers and members share their current selfcares.

-

Facilitate discussion regarding the importance of self-care
among members and caregivers.
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-

Remind members and caregivers to give each other time to
be alone and in order to engage in self-care.

-

Find something each member and caregiver can engage in
together as self-care to build their relationship.

Activity

Mindfulness
-

5-4-3-2-1 Grounding (Appendix G)
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Week Three
Objectives

1. Recognizing self-esteem in children
2. Recognizing what caregivers are doing well

Discussion

-

Routine check-in

Self-Esteem
-

Discuss the importance of self-esteem and self-worth in
adolescents.

-

Facilitate discussion among the group members about
what self-esteem means to them and how it affects them
and the people around them.

-

Introduce Positive Focus Group activity.

-

Discuss self-esteem with caregivers as well. Reinforce the
importance of confidence when parenting.

Self-Efficacy
-

Utilize role play between group members and caregivers
to act out common situations and give suggestions on how
they can reinforce positive behavior from their caregivers.

-

Have them role play both positive and negative
interactions and ask how they feel after each one and its
effectiveness. Ask how they could have changed the
outcome of the interaction.
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-

Provide praise to caregivers for things that they have been
doing well.

-

Continue to praise caregivers’ efforts throughout the
remainder of the group sessions to promote caregiver selfefficacy.

Activity

Mindfulness
-

Safe place (Appendix H)

-

This mindfulness activity builds on the 5-4-3-2-1
grounding technique by using all five senses. Discuss with
the group members that this is a place they can go
whenever they are feeling overwhelmed or distressed.

Positive focus group
-

This activity focuses on appreciating the traits each
member has and improving self-esteem by sharing with
each other.

-

Break the group members into smaller groups of 2 to 3.
Have each member share what they like most about one
another.

-

After the activity is finished, facilitate discussion
regarding how it felt to be the person giving or receiving
the compliments and how this activity can be carried with
them throughout their week.

From: https://anivda.com/self-esteem-activities-for-teens/
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Week Four
Objectives

1. Learn about cognitive distortions
2. Learn the benefits of mindfulness in relation to negative
thoughts

Discussion

-

Routine check in

Cognitive Distortions
-

Discuss how to recognize cognitive distortions, explain
core beliefs and how thoughts can be inaccurate, and we
are able to change them.

-

Introduce thought logs (Appendix I) and have members
take them home to fill out between sessions.

-

When caregivers join at the end of session explain the use
of thought logs.

Being Mindful
-

Explain the importance of being mindful in order to
change negative thoughts.

-

Being mindful helps with recognizing inaccurate thoughts
and negative core beliefs and being able to change them to
more positive ones.

-

Being mindful means not judging your feelings but
acknowledging them for what they are, then trying to
change the behaviors that occur.

25

THE JOURNEY
Activity

Mindfulness
-

Mindful eating with chocolate (Appendix J)

-

Explain how this mindfulness activity is an example of
utilizing mindfulness in everyday activities.

Cognitive restructuring worksheet
-

Have group members complete this worksheet after
explaining cognitive distortions (Appendix K).
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Week Five
Objectives

1. Learning about emotions
2. Discovering triggers of negative behaviors

Discussion

-

Routine check-in

Emotion Psychoeducation
-

Provide psychoeducation about feelings and explain that there
are no negative emotions, but the way we react to those
emotions can be negative. Use the handout explaining feelings
in Appendix L.

Triggers
-

Discuss triggers that lead to intense emotions and negative
behaviors. Also discuss what triggers lead to suicidal ideation.

-

Have members share their triggers with caregivers at the end
of group.

Activity

Mindfulness
-

Loving kindness (Appendix M)

Affect Regulation
-

Jenga game with feelings on each block- describe a time you
felt this way and what behaviors came from those feelings.

-

Provide reminders that the feelings they were experiencing are
not negative, but behaviors that have caused issues are
negative and can be changed.
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Triggers Worksheet
-

Use this worksheet when discussing triggers to better
facilitate conversation (Appendix N)
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Week Six
Objectives

1. Finding coping skills that work
2. Explore interpersonal relationship skills

Discussion

-

Routine check-in

Coping Skills
-

Discuss whether the current skills they are using are
maladaptive or healthy.

-

Discuss what healthy coping skills look like and how
they can find things that they enjoy doing that could be
ways of healthy coping.

-

Discuss the importance of utilizing coping skills when
feeling suicidal. Find specific skills that would be helpful
when having suicidal ideation.

-

At the end of group have members inform caregivers of
coping skills they plan to use.

Social Skill Building
-

Discuss teamwork as a social skill and how it impacts
group members in their lives.

Activity

Mindfulness
-

Square Breathing (Appendix O)

-

Repeat four times
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-

Explain to group members that this is a short mindfulness
activity that can be used on their own time.

Healthy vs. Unhealthy Coping Skills
-

Have members discuss which healthy or unhealthy
coping skills they are already using (Appendix P).

Coping Skills Checklist
-

Have members go through this list of coping skills
(Appendix Q) and check which ones they are already
using or think they will be able to use. Suggest hanging
this up where they might use it most.

Team Pictionary
-

Use this game as a way to practice teamwork. Praise
group members when they work together and use times
when things don’t go as well as teaching moments.
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Week Seven
Objective

1. Improve caregiver and adolescent communication

Discussion

-

Routine check-in

Family Communication
-

Discuss current communication between group members
and their caregivers. Start discussion with just group
members and complete worksheet regarding how they think
communication is with their caregivers and how they think
it could be improved.

-

Include caregivers in the discussion about effective versus
ineffective communication (Appendix R).

Activity

Mindfulness
-

3-Step Mindfulness (Appendix S)

Safety Plan
-

Have group members create a safety plan to follow when
they are feeling suicidal. Have them share this plan with
their caregivers.

-

Safety plan should include triggers, coping skills, people
they can ask for help, something they want to live for, and
resources they can use when in crisis (crisis lines).
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How We Communicate
-

Have members share the results of this worksheet when
caregivers join the group (Appendix T).

You Statements Vs. I Statements
-

Include the caregivers in this activity as well (Appendix U)
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Week Eight
Objective
Discussion

1. Provide closure to group members and caregivers
Discuss previous group topics
-

Remind group members to utilize their coping skills, be
aware of their irrational thoughts, practice open
communication with caregivers, and utilize mindfulness
every day.

-

Have discussion time with group members and caregivers
about whether they think the group was helpful.

Activity

Closing Activities
-

Have each group member write their name on a piece of
paper and decorate it however they want. Then have them
pass around the piece of paper and have each group member
write something down that they liked about that person in
group.

-

Have group members share at the end.

-

Have each group member write down on separate pieces of
paper two things they would like to spend more time talking
about (this can stay anonymous). Take all pieces of paper and
put them in a bowl/bucket/hat and have each member take
turns pulling out a piece of paper and sharing that topic with
the group.
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-

Use this time to facilitate discussion regarding some topics
that group members would still like to discuss.

Mindfulness
-

Utilize the time when group members are drawing/coloring
on their piece of paper with their name on it as a time to
practice being mindful.
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Critical Analysis
Strengths

The biggest strength of this group manual is the focus on early intervention. It is evident
that there is a lack of early intervention in this population, therefore providing a group that is
focused on adolescents who are experiencing bipolar symptoms is imperative. Another strength
of this group manual is that it is aimed at reducing suicide in teens with bipolar disorder. Due to
the high rate of suicidal ideation and attempts among this population, introducing group
members to healthy coping skills and providing them with a safe place to share is extremely
beneficial. Lastly, this group manual also includes caregivers in the treatment of their children.
Caregivers are a key part of adolescents’ recovery and everyday life, therefore including them in
the treatment process is crucial in order to facilitate change and improve functioning.
Growth Areas
This group manual could be improved with additional research regarding group
counseling among adolescents with bipolar disorder. There is an abundance of research
involving individual treatment options, but there is an inadequate amount of group treatment
options. It is unknown whether a group will be effective for adolescents with bipolar disorder,
but the author believes that a group format will reach more individuals and provide a sense of
universality among members. A second growth area of this group manual is the potential for
research involving caregivers in the group setting. The literature supports family involvement in
individual settings, but there is a lack of research for involving the family in group counseling.
The author believes that utilizing family involvement in the group setting provides universality
for the caregivers as well. It is this author’s opinion that involving the family in the group will be
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more beneficial than harmful to the members of the group due to the goal of improving
communication and self-efficacy among caregivers.
Perceived Difficulties
A perceived difficulty of this group manual is the population that it serves. Due to the
symptomology and age of the group members, group sessions could potentially be difficult and
counterproductive at times. It is this author’s hope that group members will respond to this group
positively due to the ability to meet others who share similar experiences. Another perceived
difficulty of this group is the inclusion of caregivers. It is likely that some group members may
have strained relationships with their caregivers. This could create difficulty in sharing with them
during group sessions. It is this author’s belief that the inclusion of caregivers is beneficial, but
this will be considered in the implementation of this group.
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Appendices
Appendix A: Flyer
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Appendix B: Informed Consent
From: http://www.centerforethicalpractice.org/Form-AdolescentConsent

Adolescent therapy client:
Signing below indicates that you have reviewed the policies described above and understand the
limits to confidentiality. If you have any questions as we progress with therapy, you can ask your
therapist at any time.
Minor’s Signature ________________________________________________ Date__________
***
Parent/Guardian:
Check boxes and sign below indicating your agreement to respect your adolescent’s privacy:
/__/ I will refrain from requesting detailed information about group therapy sessions with my
child. I understand that I will be provided with periodic updates about general progress, and will
be asked to participate in therapy sessions as needed.
/__/ Although I know I have the legal right to request written records/session notes since my
child is a minor, I agree NOT to request these records in order to respect the confidentiality of
my adolescent’s treatment.
/__/ I understand that I will be informed about situations that could endanger my child. I know
this decision to breach confidentiality in these circumstances is up to the therapist’s professional
judgment and may sometimes be made in confidential consultation with her
consultant/supervisor.

Parent/Guardian Signature _________________________________________ Date__________
Parent/Guardian Signature _________________________________________ Date__________
Counselor Signature ______________________________________________ Date__________
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Appendix C: Confidentiality
From: https://www.pinterest.co.uk/pin/127015651979917960/
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Appendix D: Mindfulness: Youth Voices Video
From: https://youtu.be/kk7IBwuhXWM
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Appendix E: Body Scan Script

From: http://projects.hsl.wisc.edu/SERVICE/courses/whole-health-for-pain-and-suffering/ScriptBody-Scan.pdf
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Appendix F: Dice Breaker

From: https://www.teacherspayteachers.com/Product/Dice-Breaker-Ice-breaker-dicegame-3862062
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Appendix G: Grounding 5-4-3-2-1
From: https://www.pinterest.co.uk/pin/578782989591350374/
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Appendix H: Safe Place Meditation
From: https://www.getselfhelp.co.uk/docs/SafePlace.pdf
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Appendix I: Thought Log
From: https://www.livewellassociates.com/lwa/wp-content/uploads/CBT.pdf

49

THE JOURNEY
Appendix J: Mindful Eating
From: https://www.jmu.edu/counselingctr/files/Mindful%20eating.pdf
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Appendix K: Cognitive Restructuring
From: https://www.pinterest.com/pin/115334440447506613/
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Appendix L: Function of Feelings
From: https://www.pinterest.com/pin/115334440447533325/
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Appendix M: Loving Kindness Meditation
From: https://www.mindfulnessstudies.com/wp-content/uploads/2015/09/SelfCompassion_and_Mindfulness.pdf
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Appendix N: Triggers
From: https://www.blessingmanifesting.com/2019/06/identifying-your-triggers.html/
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Appendix O: Square Breathing
From: https://store.copingskillsforkids.com/products/deep-breathingprintables?utm_source=Pinterest&utm_medium=Social
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Appendix P: Healthy Vs. Unhealthy Coping Skills
From: https://www.mylemarks.com/store/p514/Coping_Skills_%5BTeen%5D.html
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Appendix Q: Coping Skills
From: https://www.teacherspayteachers.com/Product/KIDS-COPING-SKILLS-StressManagement-SEL-Distance-Learning-Digital-Lesson-3508584
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Appendix R: Effective Vs. Ineffective Communication
From: https://belmontwellness.com/psychoeducational-handouts-quizzes-group-activities/

Effective VS Ineffective Communication
Effective Communication
“I” Statements - Excuse me, I would like to ﬁnish my statement.
Objective/Descriptive Statements - You don’t seem to be grasping my point.
Non-Evaluative Statements - I have the impression that you view women to be incapable
Speciﬁc Statements - I’m concerned that you’ve been late to work the last few days.
Taking Responsibility - I think we’re going off the issue.
Tactful Statements - I don’t agree with that.
Asking/Requesting - I got the coffee last meeting, so I’d prefer someone else got it today.
Honest Statements - I won’t be able to make it at that time for the meeting, so I’d like to see if we
could agree on another time.

Ineffective Communication
“You” Statements - You’re interrupting me again!
Inferential Statements - You’re not listening to me!
Evaluative/Judgmental Statements - You sound like a male chauvinist!
Over-Catastrophizing Statements - You’re always coming in late to work!
Blaming/Giving “Shoulds” - You’re taking me off the issue!
Tactless Statements - That was a stupid thing to say!
Demanding - I got the coffee last time. Someone else should get it today!
Dishonest Statement - I wouldn’t be able to make it at that time for the meeting, but it really
doesn’t matter to me, as long as it’s convenient for everyone else.
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Appendix S: 3-Step Mindfulness
From: https://positivepsychology.com/mindfulness-exercises-techniques-activities/

The 3-Step Mindfulness Exercise
Step 1: step out of “auto-pilot” to bring awareness to what you are doing, thinking,
and sensing at this moment.
•

Try to pause and take a comfortable but dignified posture. Notice the thoughts
that come up and acknowledge your feelings, but let them pass. Attune yourself
to who you are and your current state.

Step 2: bring awareness to the breathing for six breaths or a minute.
•

The goal is to focus attention on one thing: your breath. Be aware of the
movement of your body with each breath, of how your chest rises and falls,
how your belly pushes in and out, and how your lungs expand and contract.
Find the pattern of your breath and anchor yourself to the present with this
awareness.

Step 3: expand awareness outward, first to the body then to the environment.
•

•

Allow the awareness to expand out to your body. Notice the sensations you are
experiencing, like tightness, aches, or perhaps a lightness in your face or
shoulders. Keep in mind your body as a whole, as a complete vessel for your
inner self;
If you wish, you can then expand your awareness even further to the
environment around you. Bring your attention to what is in front of you. Notice
the colors, shapes, patterns, and textures of the objects you can see. Be present
at this moment, in your awareness of your surroundings.

When you are ready to finish the exercise, open your eyes slowly and try to carry that
mindfulness with you as you go about your day.
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Appendix T: How We Communicate
From: https://www.pinterest.com/pin/115334440447539769/
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Appendix U: You Statements Vs. I Statements
From: https://belmontwellness.com/psychoeducational-handouts-quizzes-group-activities/

Turn "You" Messages into "I" Messages
This worksheet gives you the opportunity to transform aggressive communication
("You” statements) into assertive communication ( "I" statements).
Assertive communication is descriptive and factual, while aggressive communication
is interpretive, judgmental and unfair to others.

Examples of " You" statements:
“Why are you acting so mean to me?”
“Why are you being so nosy? It's none of your business!”
Examples of "I" statements :
I feel uncomfortable when you raise your voice at me.
I do not feel comfortable sharing something so personal.
YOU Message: “You make me so mad!”
I Message:____________________________________________
YOU Message: “You have no right to say that to me!”
I Message:____________________________________________
YOU Message: “You never listen to me!’
I Message:_____________________________________________
YOU Message: “You shouldn't feel that way!’
I Message:____________________________________________
YOU Message: “You're too sensitive!”
I Message:____________________________________________
YOU Message: “You should know better!”
I Message:____________________________________________

